Introduction
Optic perineuritis (OPN) is part of a larger group of orbital inflammatory disorders involving the optic nerve sheath that may occur in acute or subacute forms and can progress further to chronic disease [1] . While the majority of OPN cases are of unknown aetiology, it can also be due to certain infections such as tuberculosis [2] or syphilis [3] , or as manifestation of a systemic inflammatory disorder such as sarcoidosis or Wegener's granulomatosis [4] .
The clinical features of OPN vary greatly, with decreased vision and pain on eye movements being the commonest symptoms.
Other symptoms include double vision, visual field defects, proptosis or ptosis and conjunctival injection. There have been reports of visual loss of up to no light perception which are usually unilateral and secondary to an underlying aetiology.
We would like to report a case of bilateral idiopathic OPN with severe visual loss of up to no light perception in both eyes that achieved almost complete recovery after initiating systemic corticosteroid therapy.
Case report
A 44-year-old Malay female schoolteacher presented with sudden onset of reduced vision in both eyes that progressively worsened over three days. She noticed this upon waking up in the morning, initially describing her vision as if there was something obscuring it. Her vision worsened in the three days to the extent that she was unable to ambulate without assistance as she would knock things over while walking unaided. It was at this point that she sought an ophthalmic consultation. There was no preceding floaters or flashes and her vision did not deteriorate with heat or exercise. She had mild headache and pain on eye movements, especially on upward and inward gaze. There was no upper respiratory symptoms or those suggestive of raised intracranial pressure. There was also no weakness or numbness
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felt. She denied any symptoms or any close contact with persons affected by tuberculosis. There was no recent exposure to any toxins or immunisation and she was not on any supplements. She also denied any high-risk behaviour.
On examination, initial visual acuity was 6/36 (right eye) and light perception (left eye). There was significant reduction in brightness and contrast sensitivity, and confrontational field testing of the right eye showed constriction of peripheral vision.
Red desaturation was also elicited in the right eye (left eye testing was not possible due to the severe visual loss). Extraocular muscle movements were normal, with mild discomfort described by the patient on adduction and elevation. Anterior segment On follow-up at about 10 weeks after initial presentation, her optic discs swelling had subsided with clear disc margins, but there was mild temporal pallor in both discs. Her best corrected visual acuity had improved to 6/6 (right eye) and 6/9 (left eye).
Humphrey perimetric testing showed paracentral depression in the left eye and mild patchy scotoma in the right. Oral prednisone was tapered off after 12 weeks of therapy. To date, there has been no recurrence of similar episodes after almost a year of follow-up and her vision remained good.
Discussion
OPN is an inflammation of the optic nerve sheath which can be due to infective and non-infective causes. First described by
Edmunds and Lawford in 1883 [5] , the commonest cause of OPN is secondary syphilitic infection, followed by inflammatory disorders such as sarcoidosis, Wegener's granulomatosis and idiopathic orbital inflammatory disease. There has also been a reported case of OPN and encephalomyelitis occurring as sequelae of influenza vaccination [6] . In our patients, the aetiology was likely a spectrum of idiopathic orbital inflammatory disease as the various blood and immunological tests done were negative, and the patient responded well with systemic steroids.
Clinically, OPN is often mistaken for acute demyelinating optic neuritis as the clinical presentation and ophthalmic findings are very similar. In both these disorders, patients typically present with sudden onset of decreased visual acuity and colour vision, pain on eye movements and either a normal or swollen optic disc upon fundus examination. There are, however, features which may help the treating physician in differentiating the two conditions [7] . Among the features that are suggestive of OPN include a generally broader range of age of onset, paracentral or arcuate visual field defects, gradual progression of visual loss, prompt and dramatic response to corticosteroids, and characteristic MRI scan findings [8] . MRI 
